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In addition to the uniform Medicaid rates for nursing facilities, any nursing
facility that is owned and operated by a non-state governmental shall receive an
additional Medicaid payment adjustment, which shall not exceed the upper payment
limit pursuant to 42 CFR 447.272. Any such payment shall be subject to the
availability of state matching funds for the same state fiscal year in which payment
for services are made.

The payment adjustment that is proposed by this State Plan Amendment will be
calculated as follows:

For purposes of this State Plan Amendment, the Office of Medicaid Policy and
Planning (Office) shall calculate a “proportionate share pool” which shall equal the
aggregate amount of additional Medicaid payment adjustment that is permitted by the
plan. The proportionate share pool is created to increase Medicaid reimbursement to
participating nursing facilities that are owned or operated by a non-state
governmental entity. The proportionate share pool is subject to the Medicaid upper
payment limits found at 42 CFR 447.272.

For each state fiscal year (SFY), the proportionate share pool shall be calculated
as the difference between the average Medicaid rate for nursing facilities that are
owned or operated by a non-state governmental entity and the amount that the Office
reasonably estimates would have been paid using Medicare payment principles. The
average Medicaid rate shall be adjusted to account for program differences in services
between Medicaid and Medicare. These adjustments are for laboratory, radiology,
and pharmacy services. The difference between the estimated Medicare rate and the
average adjusted Medicaid rate, extended times the number of Medicaid days, shall
be calculated for nursing facilities that are owned or operated by a non-state
governmental entity to arrive at the proportionate share pool.

The proportionate share pool will be distributed in the form of increased Medicaid
payments to nursing facilities that are owned or operated by a non-state governmental
entity, that have entered into an agreement with the Office to participate in the
proportionate share program. The proportionate share pool is allocated to
participating facilities in proportion to each facility’s share of Medicaid days to the
total Medicaid days of participating facilities. The proportionate share pool shall be
determined and distributed to participating facilities on a quarterly basis for each
SFY.
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402 W. Washington Street, Rm. W382
Indianapolis, Indiana 46204

Attention: Tracy Brunner
State Plan Coordinator

Dear Ms. Bella:

‘ Enclosed for your records is an approved copy of the following State Plan
Amendment (SPA).

% f Transmittal #01-005 - Payments to NFs Owned and Operated by a Non-State

Governmental Entity--Effective July 1, 2001

| If you have questions, please have a member of your staff contact Jean Hall at
(312) 353-3746.

Sincerely,

Cheryl A. Harris
Associate Regional Administrator
Division of Medicaid & Children’s Health




